Abstract Gastric teratomas are very rare tumors accounting for less than 1 % of all teratomas of infants and children. Little more than 100 cases of gastric teratomas are reported in the literature; out of which, very few of them are of immature variety. Complete excision of the gastric teratoma carries a good prognosis. We hereby report a case of immature gastric teratoma in a 3-month-old baby.
Introduction
Teratomas are embryonic neoplasms that arise from totipotent cells and contain elements from ectoderm, endoderm, and mesoderm. Teratomas are composed of multiple tissues foreign to the part in which they arise. Gastric teratoma is a very rare tumor accounting for fewer than 1 % of teratomas in infants and children [1] [2] [3] . Till date, approximately 100 cases have been reported in the world literature, out of which a dozen are of immature variety [2, 4] . We present a case of immature gastric teratoma successfully managed by surgery.
Case Report
A 3-month-old baby presented with a palpable abdominal mass detected by his mother. The child was otherwise asymptomatic. He was a full-term child with birth weight of 3 kg. Examination revealed a firm mobile mass in the left hypochondrium. Ultrasound revealed a large mixed echogenic mass with solid and cystic areas with calcifications. Computed tomography (CT) scan showed a large well-defined heterogeneous mass in the left upper abdomen with calcification and fat density areas (Fig. 1) . A preoperative diagnosis of teratoma was made. Serum alpha-fetoprotein (AFP) level was normal for age. On exploratory laparotomy, the tumor was arising from the posterior surface of the stomach close to the greater curvature. The tumor was completely excised with a rim of gastric wall as there was a small protruding intraluminal mass. Gross examination of the globular mass weighed 700 g and measured 15×9×7 cm (Fig. 2) . Cut section showed solid and cystic areas with a tiny focus of bone. On microscopic examination, the mass was composed of derivatives of all three germ layers. There were areas of cartilage, bone, intestinal mucosa, skeletal muscle, squamous epithelium, adipose tissue, mucus gland, and fat. Many areas showed immature neuroepithelial elements and occasional rosettes were seen. The child is asymptomatic at 6 months follow-up.
Discussion
Since the first reported case of gastric teratoma in 1922 by Eusterman and Sentry, approximately 100 cases have been reported in the world literature [1, 4] . Although gastric teratomas occur at any age, approximately 94 % of cases have involved infants and children with striking male preponderance [2, 5, 6] . The exact etiology of teratomas is unknown. In case of gastric teratoma, the germ cell theory that states that extragonadal teratomas originate from migrated totipotential germ cells has been generally accepted. Teratomas in infancy and childhood most commonly occur in sacrococcygeal region (60-65 %), followed by gonadal (10-20 %), mediastinal (5-10 %), intracranial, retroperitoneal, and cervical regions (<5 %) [2, 6] . Gastric teratomas most commonly arise from posterior wall of the stomach and are exophytic in 58-78 % of patients [5, 7] . Gastric teratomas can present as abdominal mass, bleeding in gastrointestinal tract, and/or obstructive manifestations [1, 7] . Gastric teratomas are different from other teratomas by virtue of their male preponderance, excellent prognosis, and lack of association with other congenital anomalies. Differential diagnosis includes other mass lesions, viz., mesoblastic nephroma, neuroblastoma, Wilms' tumor, rhabdomyosarcoma, liposarcoma, and retroperitoneal teratoma [7] . Gastric teratomas can be differentiated from others by radiologic evaluation. Plain abdominal X-ray reveals a soft tissue mass with associated calcifications, but it is nonspecific. Ultrasonography and CT can demonstrate not only a heterogeneous mass containing cystic and solid components, but also fat and calcifications [8] . The latter suggest a diagnosis of gastric teratoma. CT helps in knowing the extent and components. Gastric teratomas projecting into lumen and with calcifications occur in about 35-60 % of cases [7] . In our baby, the kidneys were normal on sonography; therefore, mesoblastic nephroma was excluded. Neuroblastomas are commonly solid and intragastric extension is rare. Histopathology showed immature neuroepithelial elements, which is suggestive of immature teratoma. Gastric teratomas are benign; however, malignant transformation has been reported [3, 9, 10]. Glial fibrillary acidic protein expression is a meaningful indicator of teratoma maturation. It is highly expressed in the nerve tissue of mature teratomas and low in that of immature ones [11] . Even those tumors with malignant histological features or exophytic extension into adjacent organ and tissues have an excellent prognosis [12] . Resection of the tumor completely is usually curative; incomplete resection may lead to recurrence. Additional therapies such as chemotherapy and radiotherapy are not needed [3, 12] . In the follow-up, AFP titer provides information regarding the recurrence and malignant transformation [1, 12] . Serum AFP levels should be done before surgery and at periodic intervals after surgery. In conclusion, gastric teratoma is an extremely rare tumor of childhood, immature variety being even rarer. It most commonly occurs in male population as a palpable abdominal mass and should be differentiated from other more common causes of abdominal masses in children. CT evaluation is usually diagnostic. Complete resection is the only treatment required even in cases with immature histological features. 
